
Telephone vs Face-to-Face
Interviewing in a Community
Psychiatric Survey

Shmuel Fenig MD, Itzhak Levav, MD, Robert Kohn, MD, and
Nava Yei, BA

Infroducon

Psychiatric epidemiology surveys
usually rely on face-to-face interviews,
while telephone questionnaires are sel-
dom used. Yet, telephone interview-
based surveys have numerous advan-
tages. Their cost is one fourth to one half
of that of face-to-face interviews.1-3 Their
use permits selecting populations based
on broader sampling frameworks, and
they may represent the most feasible
method to conduct surveys that include
relatives ofprobands residing in geograph-
ically distant places.4 The telephone also
increases completeness by enabling ac-
cess to respondents who are hard to reach
because of shifting work schedules, resi-
dence in dangerous locales, or resistance
to face-to-face interviews. Finally, the
partial anonymity granted by the tele-
phone may increase the validity of re-
sponses by reducing the embarrassment
involved in responding to emotionally or
socially loaded questions in face-to-face
situations.

The telephone, however, is not free
from shortcomings. Bias may arise from
the exclusion of potential respondents
without telephone service or with unlisted
numbers whenever telephone directories
are used for sample selection. Some stud-
ies suggest that telephone-based interviews
lead to missing information regarding sen-
sitive itemsZS-7 and to more positive re-
sponses regarding psychiatric symptoms.8
Others, in contrast, find no differences be-
tween the two modes regarding compli-
ance, reliability of replies to sensitive ques-
tions, or outcome measures.9-12

Most previous studies, however,
have not based their conclusions on re-
peated interviews but on random subsam-
ples of respondents who were adminis-
tered one of the two methods. Also, these
reports usually examine the comparability
of responses to single items and not to
larger question sets. A third weakness of
prior reports using psychiatric diagnostic
interviews is the prolonged interval be-
tween modes, ranging from 3 to 19
months.4,13

Unaddressed methodological issues
still remain, although the literature pub-
lished thus far leans favorably toward the
use of the telephone as a viable interview
modality. Can favorable findings still be
demonstrated when the time elapsed be-
tween interview waves is brief, when
complex question sets are administered,
and when especially sensitive populations
are tapped?

Mef)xs and Pmcedwu
The sample was composed of two

groups. The index group included women
who experienced the Holocaust in World
War II. The comparison group was made
up of women who resided in prestate Is-
rael during this period and who possessed
the same sociodemographic characteris-
tics as those in the index group.

The prospective respondents were
selected from the computerized records of
the General Federation of Labor, with an
affiliation of over 80%o of the residents of
Tel Aviv. One hundred seventy women
met the sociodemographic criteria: being
married, born in Poland between 1919 and
1924, and residing in Tel Aviv. Those
(n = 153)who had telephone servicewere
included in the study.

Demoralization was explored with
the aid of the Demoralization Scale of the
Psychiatric Epidemiology Research Inter-
view.14,15 This scale had been tested in
Israel for internal consistency reliability
and validity in heterogeneous community
and psychiatric samples.16 Items were
scored on a four-point Likert scale. The
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Demoralization Scale, a subscale of a
larger psychiatric screen, can be used to
categorize subjects with or without de-
moralization.

The degree ofvictimizationwas mea-
sured by the following items in ascending
degree of traumatization: being displaced
in the Soviet Union, being confined to a
camp in the Soviet Union, staying in a
ghetto, being in hiding, being in forced la-
bor, and staying in an extermination
camp. The highest degree ofvictimization
was coded, regardless of the length of ex-
posure.

A letter, signed by the chief nurse of
the respondent's health center and by the
first author, was sent to the individual's
home address requesting cooperation
with the survey. All respondents were
contacted within 2 weeks and were ad-
ministered the Demoralization Scale, the
sociodemographic items, and the items re-
lated to respondents' location during
World War II.

The face-to-face interviews were
conducted by two closely supervised
mental health workers. Interrater reliabil-
ity (K = .81 to .85; n = 20) between the
mental health workers and the first author
was deternined after training. The face-
to-face interviewers were blind to the tele-
phone interview results. The time interval
between the interviews ranged from 5 to
21 days (10 days on average). A Demor-
alization Scale value of 1.55 was adopted
as a cutoffto differentiatewomenwith and
without a degree of demoralization com-
patible with a psychiatric condition.16

RPesm
Eight of the original 153 selected re-

spondents refused to be interviewed over
the telephone. Of the 145 telephone re-
spondents, 52.4% were Holocaust survi-
vors, while 47.6% were from the compar-
ison group. The mean age for the sample
was 65.6 (SD = 1.9) years. As a result of
budgetary constraints, only 115 respon-
dents were randomly selected for the
household stage, with an 83% completion
rate (n = 96). As required by the health
center, no attempts were made to convert
refusals. No differences were found in
age, year of immigration, education, so-
cial status, degree of victimization, religi-
osity, or demoralization between those
who did and did not undergo the house-
hold stage.

Cronbach's alpha for the Demoral-
ization Scale showed high reliability for
both telephone (.94) and face-to-face in-
terviews (.90), with a negligible drop be-

tween modes. The scores for the two in-
terviewing modes had a high Pearson
correlation (.78).

The rates of demoralization were
40% for telephone interviews (mean
score = 1.47, SD = 0.77) and 30.2% for
face-to-faceinterviews(meanscore = 1.26,
SD = 0.61) (t test, P < .001). Paired t tests
with Bonferroni correction for multiple
conmarisons (P = .001) showed that only 6
of the 27 items of the Demoralization Scale
had significantly different responses be-
tween telephone and face-to-face inter-
views. Without such a correction, 12 items
were statisticalysi nt, with the means
higher for telephone interviews.

The correlations and differences in
means between methods were examined
by Holocaust experience and education
(see Table 1). Item analyses revealed that 6
of the 27 Demoralztion Scale item re-
sponses had significantly different means
(P = .001) between telephone and face-to-
face interviews for the Holocaust group;
there were no significant differences in the
non-Holocaust group. The results (at
P = .05) comparing the two interview
modes showed that 12 and 6 items differed
significantly for the respective groups. We
also ran a regressionmodelwith the change
score between telephone and face-to-face
interviews as the dependent variable and
Holocaust experience, education, and the
interaction term as covariates. The differ-
ence between the two interviewing modes
was accounted for by Holocaust status
(( = -.67, P = 0.001) and its interaction
with education (, = .05, P = .004); edu-
cation itselfwas not significant ( = -.01).

Discussion
Our results suggest that the telephone

can be an excellent screening method; the

scores obtained correlated highly with
those elicited in face-to-face interviews.
Our results differed from a previous report
indicating that telephone respondents
tend to provide more "cheerful" respons-
es.8 This study also demonstrates a high
compliance with telephone interviews.
The willingness of Holocaust survivors to
discuss aspects of their lives by telephone
indicates that this method can be used,
with the necessary precautions, even in
highly sensitive populations.

The lower mean demoralization
scores in all subgroups in the face-to-face
interviews, conducted last, can be ex-
plained by regression to the mean, by in-
creased sensitivity ofthe telephone mode,
by respondents taking the second evalua-
tion less seriously, by subjects tying to
create a more favorable impression on
retest,17 and/or by therapeutic effects
among demoralized groups.18 Unfortu-
nately, the lack of randomization of the
order of administration between modes
prevents a more conclusive analysis of
this problem. Closer scrutiny of the Holo-
caust group, however, contributes in part
to a resolution of this issue. Little differ-
ence between the two interview modes
was noted for the non-Holocaust group,
suggesting an equivalence between meth-
ods. In contrast, there was a marked de-
crease in Demoralization Scale scores for
the Holocaust group. One can argue that
the initial higher demoralization scores re-
sulted in a greater regression to the mean.
Alternatively, the greater psychological
distance of the telephone interview may
have facilitated symptom expression. A
therapeutic effect of the initial interview
can be proposed as a third explanation; in
view of previous results,18 it may seem a

persuasive explanation.
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The brief time lag between interview-
ing methods is a strength of this study,
minimizing change within subjects. Alter-
natively, it may have increased respon-
dents' memory of earlier responses, an
unlikely possibility in view of the differ-
ential behavior of the two groups.

Since this study used a psychiatric
screening scale, its results cannot neces-
sarily be extrapolated to diagnostic proce-
dures. The literature, however, suggests
that the latter can be performed by tele-
phone as well.4.13

Because industrialized nations pos-
sess a developed telephone system, this
method of interviewing is becoming an at-
tractive and cost-efficient fieldwork re-
source. Caution should be exerted, how-
ever, regarding bias arising from selective
exclusion of subscnbers or from uneven
network development (e.g., inner-city ar-
eas or rural zones). [
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